that year Butler (1952) , in his Presidential Address, spoke of how he sutured the colon to the skin when fashioning an end colostomy. Since then suturing of the epithelium of the bowel to the skin has found acceptance and several papers have appeared about its use in performing a terminal colostomy.
Although Patey had recommended this technique in a loop colostomy it does not appear to have enjoyed widespread acceptance. Although I was familiar with the technique of skin apposition in end colostomy it was not until I visited Turnbull at the Cleveland Clinic, Ohio, that I saw this method applied to loop colostomy (Turnbull, 1958) . To the best of my knowledge there are few who use it and as I feel that the advantages are many, I report upon my experiences.
A loop colostomy is usually performed for the relief of obstruction or to defunction the bowel because of inflammatory disease or to protect a colonic anastomosis. It is often a temporary measure and when the disease has been resected the colostomy is closed. If the colostomy is to be permanent it must have a satisfactory stoma; if temporary, it must relieve obstruction or defunction the bowel adequately, and must be easy to close.
The usual loop colostomy involves holding a loop of bowel on to the abdominal wall with a glass rod passed through the mesentery and a Paul's tube or catheter is tied into the bowel for decompression. However, it is common to find this tube clogged with fxces and failing to afford relief of the obstruction so that distension and colicky pain persist. A feature of this colostomy is the reaction that develops on the exposed serous surface of the bowel. The shiny serosa becomes cedematous and covered with exudate. Healing is slow, and the mucosa comes into apposition with the skin by retraction and scarring. During this a sulcus forms between the skin and bowel where faeces collect and act as an irritant. This serositis tends to produce diarrhcea in a manner similar to the condition of ileostomy dysfunction described by Warren and McKittrick (1951) , Crile (1954) and Brooke (1952) . A result of this inflammation and scar formation is the tendency to stricture at the mucosal skin junction, and closure entails tedious dissection. The bowel ends cannot be easily sutured because they are friable and cedematous for weeks; and many surgeons therefore resect the bowel ends and close them intraperitoneally. In the early post-operative period the colostomy acts frequently and the patient soils the abdominal wall and requires many dressings. The bulk of the bowel usually precludes an appliance; in all an unsatisfactory and distressing arrangement.
The undesirable features of a loop colostomy may be avoided by the primary suture of skin and mucosa. Fig. 1 surfaces are joined, the stoma is wide, and although the bowel is almost at skin level there is an adequate spur, which is the prerequisite of a good colostomy (Gabriel, 1948) . If the bowel is opened at right angles to its long axis the divided longitudinal muscle will tend to pull the edges apart, helping in the diversion of the fTcal stream (Rafal, 1949) . The edges of the bowel are sutured to the skin and a wide stoma is produced; although slight cedema may follow, the inflammatory reaction of the serosa is minimal.
Technique.-I prefer to make the colostomy through a separate incision, although there is no reason why it cannot be made through the initial wound. A piece of skin 2 in. long and in. wide is excised, an elliptical incision gives better results than a linear one and there appears to be no disadvantage later when closing the colostomy. A loop of Paul's rubber tubing is brought through a hole in the mesocolon or sigmoid mesentery to permit easy handling of the bowel. The initial wound is closed, the bowel adjusted into position and a glass rod inserted through the mesentery 654 34
Section of Proctology 655 and the tubing removed. The rod is J in. in diameter and 21 in. long. This is adequate although narrower and shorter than usual. The bowel is opened transversely. In obstructed cases I have found that decompression at the time of laparotomy has many advantages. Exploration, assessment of the problem, the fashioning of a colostomy, and the closing of the abdomen are much easier when the bowel has been deflated. Having already emptied the bowel I have not been troubled in these obstructed cases by flooding and soiling of the wound with fmces while suturing the bowel to the skin, which is done with 00 plain catgut. A small cuff of rubber tubing is placed at each end of the glass rod to discourage it from slipping out of place. The suturing completed, the skin is cleaned, dried and painted with tinct. benzoin co. or Benzo-Mastiche. A Chiron bag with a 4 in. adhesive square suitably cut out is fitted over the colostomy, the bag being changed daily.
Patients have had fewer unformed stools in the post-operative period, which I believe is due to the avoidance of the serositis. The nursing is much easier. The patient rarely undergoes the discomfort and misery of the orthodox loop colostomy. Healing is rapid and without inflammation or fibrosis. The rod may be removed on the fifth day, when the colostomy is soundly healed. The mucosa-skin junction becomes watertight quickly and there has been no infection of the wounds or peritoneum in my 14 cases. Neither has there been any retraction of the colostomies that have been left for long periods.
Finally, an important advantage is the absence of inflammatory reaction so that closure of the colostomy is easy. The mucosal skin junction is divided and the bowel can usually be freed by gauze dissection; it is surprising how bloodless this is. Suturing of the bowel is easier and, not being friable and inflamed, does not require resection.
London THIS paper summarizes some of the features seen in 38 patients with malignant lymphoid tumours of the intestine at the Westminster and St. Mark's Hospitals over the last twenty-five years and at the Gordon Hospital since its reopening in 1947.
The series comprises 25 men and 13 women, having an average age of 55 years, and an age range from 16 to 83 years. In 29 the growths were single discrete tumours; in 4 there were two or more discrete growths and in 5 there was diffuse lymphoid polyposis involving a variable length of the intestinal tract. This last type, which forms 15 % of our cases, is at present not well recognized.
Of the 33 cases with single or multiple discrete tumours, the jejunum was primarily involved in 3, the ileum in 9, the ileocwcal region in 3, the colon in 4 and the rectosigmoid in 14. Histological classification using carefully chosen criteria showed that 18 patients had lympho-sarcomas, 15 reticulum cell sarcomas, 4 Hodgkin's disease and 1 a giant follicular lymphoma. There was no tendency for one histological type of tumour to produce multiple deposits or diffuse polypi, or to have a predilection for any one site. During our investigations we encountered a number of rectal lymphomas. These present as submucosal often polypoid swellings in the lower rectum and consist of aggregates of lymphoid tissue in the mucosa and submucosa. They contain follicles, do not invade muscle coats, and are usually separable on histological grounds from malignant lymphosarcomas, though there is a small group in which differentiation may be difficult. 80 such lesions have been described by Morson (1959) .
Analysis of the major presenting symptoms and signs of the malignant tumours in our series shows that growths situated in the small intestine present commonly with nausea, vomiting and other signs suggesting intestinal obstruction;
